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Background: Myanmar has struggled through decades of internal conflict, which has negatively impacted the country’s
health outcomes. Recent government changes have brought hope and reduced conflict. The ethnic minority groups have
suffered the brunt of the health consequences and reside in regions that lack health infrastructure, resources, and providers.
Due to the chronic lack of healthcare providers within conflict areas, health workers (HWs) have been trained in an effort to
fill the void. Research has shown that these non-physician clinicians positively impact health outcomes in developing
countries. These HWs are supported by community-based organizations in collaboration with foreign non-governmental
organizations. Started in 2000, the trauma training course was developed to meet the educational needs of these HWs.
Methods: Essential procedures for HWs in conflict zones were identified, and teaching methods were adapted to develop
models that were simple, reproducible, cost effective, and able to facilitate effective learning within the limitations of these
challenging environments. This paper presents simulation models developed to teach trauma injury evaluation and
management in resource-limited settings to HWs.
Results: Material and construction of the models described include breathing, chest, cricothyroidotomy, circulation,
wound repair, fracture/dislocation, splinting, fasciotomy/amputation, and an animal model. In 2013, a pre/post test and
post-training evaluation were completed, which demonstrated an increase in understanding of the material and
satisfaction with the training.
Conclusions: The simulation models described engage the HWs in clinical skills practice specific to injury management,
which builds upon the HWs existing knowledge and facilitates an increased understanding of life-saving procedures.
Through observation of the HW performance and HW feedback, these simulation models have increased the
understanding of trauma management. Limitations include lack of a graduated learning system for the HWs, logistics,
and time constraints. Despite the barriers faced, we feel that this is a necessary program that has reduced morbidity and
mortality due to traumatic injury in the geographic areas that the HWs serve. With the changing political environment in
Myanmar and the development of peace agreements between the government and the ethnic minority groups, these
HWs can be integrated into Myanmar’s evolving health system.
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Table 1 Topics covered by the TTC
Topics
Amputation Primary survey
Anatomy and physiology Recognition and management of airway and breathing injuries
Antibiotic use Recognition and management of shock
Bleeding management Rehabilitation
Health worker safety/situational awareness Resuscitation
Limb injury management including orthopedic care Safe field blood transfusions
Local anesthetics Secondary trauma survey
Mass casualty Sedation
Mortality/morbidity reducing procedures Suturing
Nutrition Trauma in special populations (children, pregnant, elderly)
Compartment syndrome identification and management with fasciotomy Trauma mental health care
Wound care
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Myanmar (formerly known as Burma) has struggled
through more than 60 years of internal conflict, which has
negatively impacted the country’s health outcomes. In
2000, the World Health Organization ranked Myanmar’s
health system 190th out of 191 countries [1]. In addition,
decades of human rights abuses have largely contributed
to the country’s consistently poor health outcomes [2-4].
Recent government changes, including a democratically
elected president and peace agreements between the
Myanmar military and ethnic minority groups, have
brought hope and reduced armed conflict [5-7].
The ethnic minority groups have suffered the brunt of
the conflict, abuses, and health consequences [4,8]. While
dispersed throughout the country, the largest ethnicFigure 1 The breathing model. Photographs on the left represent expiraminority populations reside in Myanmar’s border regions.
In these regions there is a lack of health infrastructure, re-
sources, providers, and an abundance of internally dis-
placed persons (IDPs; an estimated 429,000 people in
2013) [2,3,9,10]. This has lead to a chronic state of health
crisis in these areas. For example, in 2003, estimates of
under-5 mortality rates were 26, 107, and 276 per 1,000
live births, respectively, for Thailand, Myanmar, and east-
ern Myanmar (a predominately ethnic minority area)
[8,11]. Landmine and gunshot wounds compose a major-
ity of the trauma-related injuries [12].
Due to the chronic lack of healthcare providers within
conflict areas of Myanmar, health workers (HWs) have
been trained in an effort to fill the void [3,8,12]. Re-
search has shown that these non-physician clinicians, iftion, while photographs on the right represent inspiration.
Figure 2 Chest model. The first photograph displays the chest model with normal physiology. The second photograph displays the chest
model with a hemothorax and a chest tube.
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health outcomes in developing countries [12-14]. These
HWs are largely supported and receive training from
local community-based organizations (CBOs) such as
the Mae Tao Clinic, Karen Department of Health and
Welfare (KDHW), the Backpack Health Worker Teams
(BPHWT), and the Shan Health Committee who have
acted as a crucial part of Myanmar’s non-government
associated health care system with fixed and mobile
clinics [3,12]. Additional trainings occur at camps with
IDPs and refugees in Thailand. The duration of initial
training ranges from 4 to 18 months and includes pri-
mary care, infectious disease, maternal-child care, first
aid, trauma, and public health [12]. These CBOs in co-
operation with foreign non-governmental organizations
(NGOs) have been working collaboratively over the years
to increase capacity through trainings, project develop-
ment, drug procurement, infrastructure building, and
fundraising to support this healthcare system [12].
A USA-based NGO began working in eastern Myanmar
in 1998 with a focus on public health initiatives and training
in areas such as malaria, women’s health, lymphatic filaria-
sis, and trauma. In 2000, in partnership with the KDHW,
the trauma training course (TTC) began with a focus on
basic trauma knowledge and skills to address traumaFigure 3 Assembly of cricothyroidotomy model. The first two photogra
respiratory tubing with a small cutout window, which is subsequently cove
photograph), and finally tape (sixth photograph).morbidity and mortality in eastern Myanmar [12]. KDHW
has since provided program management, including sup-
plies, medication, equipment, data collection and analysis,
and fundraising. The TTC has evolved to meet the de-
mands of the resource-limited settings and educational
needs of the HWs. The TTC has developed from a lecture-
dominated format to one focused on simulation. Over the
past 9 years, the TTC has trained approximately 395 com-
munity health workers. Table 1 lists the topics covered dur-
ing the TTC.
There has been an increased emphasis on simulation
throughout the development of the TTC. Simulation is
used throughout medical education [15-19]. Benefits of
simulation training include the opportunity to learn and
practice in a safe environment without risks to the student
or patient and the ability for instructors to provide feed-
back in a reduced stress and danger-free environment
[15,16,19-21]. Studies have shown improved surgical skills
through simulation in a variety of settings [22,23]. In rural
areas, training using simulation models is of particular
interest because traditional clinical training methods are
often not available.
While it is widely accepted that simulation-based educa-
tion and training has many advantages, creating a medical
model that closely resembles its clinical counterpart canphs display the components, the third photograph displays the
red with the finger of glove (fourth photograph), toilet paper (fifth
Figure 4 Cricothyroidotomy model. From left to right, the first photograph displays the initial incision, followed by insertion of the tube, and
confirmation of the tube.
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nancial priorities necessitate low-cost medical models.
Our trainers have worked over the years to develop and
refine medical models that are simple, reproducible, cost
effective, and able to facilitate effective learning within the
limitations of these challenging environments. This paper
presents simulation models developed to teach trauma in-
jury evaluation and management in resource-limited set-
tings to HWs.
Methods
Essential procedures for HWs in a resource-limited and
conflict setting were identified. Over the last 13 years, clin-
ical simulation models have been borrowed, developed, and
refined to make certain the models depict the basic con-
cepts necessary for diagnosis and management of traumatic
injury. Literature from Maurice King (Primary Surgery,
Oxford University Press, New York, USA), Hans Husum,
(Save Lives, Save Limbs, Third World Pres, Ritoe, Norway),
and the American College of Surgeons (Advanced Trauma
Life Support, Illinois, USA), in addition to the decades of
experience of our staff, have served as cornerstones for the
simulation models and training concepts. From the start,
there was a focus on building low-cost models with locally
available resources or items easily brought from abroad.
The TTC is organized into training modules, each fo-
cusing on a particular essential procedure. All training
modules begin with a review of anatomy and physiology,
followed by discussion on injury patterns, diagnosis, andFigure 5 Circulation model. The first photograph displays the complete m
water bottle stuffed with a towel. The second photograph displays pulsatil
managing a vascular injury with direct pressure.management. Simulation models are used to engage the
HWs and to further facilitate an understanding of the
anatomy, physiology, and management of injuries. Each
training module is supported by a single or multiple simu-
lation models, ultimately leading to an animal model that
incorporates the skills and concepts from the non-animal
models utilized throughout the course.
To gain insight into the HWs conceptualization of the
skills learned on simulation models to live patients,
HWs were asked to provide a summary of their cases in
the field from the prior year. Additionally, a post-
training evaluation and pre/post test were completed by




The breathing model evolved out of the necessity to teach
and review basic anatomy and physiology, as the HWs
have limited exposure to these topics (Figure 1). The
breathing model simulates inspiration and expiration in
association with diaphragm movement. The breathing
model consists of a bag-valve-mask, connected to a piece
of plastic respiratory tubing (representing the trachea; ap-
proximately 10 cm in length), then split into two pieces of
plastic respiratory tube (representing the bronchi; ap-
proximately 7 cm in length), and then connected to a con-
dom on each side. The model is held together with tape,
and hands are used to simulate diaphragm movement.odel, comprised of a saline bag, intravenous tubing, and a plastic
e bleeding. The third and fourth photographs demonstrate the HWs
Figure 6 Wound repair model. A photograph of a HW practicing
simple interrupted sutures.
Figure 7 Fracture/dislocation model. The photographs on the left show
reduced fracture.
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The purpose of the chest model is to simulate and teach the
physiology and management of a hemothorax, tension
pneumothorax, and sucking chest wounds (Figure 2). The
model consists of the breathing model (Figure 1) with the
addition of clear plastic bags surrounding the distal plastic
respiratory tubes and condoms. This model allows for the
insertion of needles and chest tubes. This model does not
allow for percussion, a separate model using large water bot-
tles, which are empty, partially full, or completely full of
water is used for the teaching of chest percussion (not
shown).Cricothyroidotomy model
The cricothyroidotomy model consists of 5 cm pieces of
plastic respiratory tubing with a small cutout window (ap-
proximately 1 cm by 2 cm), which is covered by a finger
of a glove, toilet paper, and finally tape (Figure 3). The
various layers of differing materials simulate the tissue
layers of the human neck including the skin (tape), soft
tissue (toilet paper), cricothyroid membrane (glove), while
the larynx is represented by plastic respiratory tubing. In-
dications for cricothyroidotomy are discussed with the
HWs. Specific to the context indications are defined as
upper airway obstructions that cannot be resolved with
positioning, jaw thrust, and neck extension (after deter-
mining cervical spine stability). The HWs are taught that
confirmation of a correct cricothyroidotomy includes
resolution of the obstruction, bilateral breath sounds, and
stabilization of the patient’s vital signs (Figure 4). The
HWs do not have access to oxygen or laryngoscopica dislocated fracture, while the photographs on the right show a
Figure 8 Demonstration of one reduction method taught to the HWs with the fracture/dislocation model.
Washington et al. International Journal of Emergency Medicine  (2014) 7:46 Page 6 of 10capabilities; thus, this is a life saving procedure with a nar-
row indication and limited management alternatives.
Circulation model
The circulation model was created to simulate the vascular
system and teach/practice the different procedures neces-
sary to stop bleeding including direct pressure, elevation,
packing, and application of a tourniquet (Figure 5). The cir-
culation model is comprised of a saline bag connected with
intravenous tubing to a cut plastic water bottle stuffed with
a towel. The saline bag is held by the instructor, allowing
him or her to produce differing amounts of pressure distally
at the site of injury.
Wound repair model
The wound repair model is used to teach the techniques
of wound closure, specifically the placement of simple
interrupted sutures (Figure 6). Initial knot tying is taught
with bicolor yarn (not shown). The wound repair model
consists of a sponge with a vertical incision taped to the
floor, along with sutures, a needle driver, and scissors.
Fracture/dislocation model
The fracture/dislocation model demonstrates the basic
physiology of a fracture/dislocation and basic techniques
for reduction (Figures 7 and 8). The fracture/dislocation
model consists of two pieces of sugar cane (approximately
20 cm each), two bungee cords, tape, and a small towel.
The pieces of sugar cane are placed end-to-end and at-
tached together with the two bungee cords with sufficient
tension so when they are not aligned together they will
form an obtuse angle. The bungee cords are attached toFigure 9 Examples of splinting demonstrations with locally availablethe sugar cane with tape. These items are wrapped in a
towel to simulate soft tissue. The reduction method pri-
marily taught is gentle traction followed by deformity ex-
aggeration, pushing for length then reversal of the
deformity.
Splinting
Splinting is taught on human volunteers to demonstrate
appropriate support and alignment (Figure 9). Locally
available supplies are used, which includes rigid plastic
plumbing pipes, rope, and soft fabric place mats. Train-
ings on plaster splints and casts are included in the
TTC, as plaster is available in some of the rural clinics.
Fasciotomy/amputation model
The fasciotomy/amputation model is used to teach basic
extremity anatomy, including the relationship of the
skin, subcutaneous tissue, fascia, muscle, veins, arteries,
and bones (Figure 10). The model consists of approxi-
mately 1-foot-long sections of sugar cane, with two lon-
gitudinal pieces of twine (vessels that require ligation),
wrapped in paper towels (muscle), and then finally two
layers of plastic wrap (skin/soft tissue and fascia). The
model is taught with a focus on gentle dissection includ-
ing creation of a flap for skin closure after amputation,
identification, and incision of the fascia, identification of
arteries and veins with subsequent ligation, cutting of
the bone with a hand saw, smoothing the cut end of
the bone surface, wound packing, and delayed primary
closure (Figure 11). Indications include blast injuries,
suspected compartment syndrome, and progressive extrem-
ity infections.supplies.
Figure 10 Production of the fasciotomy/amputation model. The first photograph displays the sugar cane pieces. The second photograph
displays a sugar cane piece with two pieces of colored cellophane attached with tape. The third photograph displays the addition of paper
towels to the model. The fourth photograph displays the completed model.
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After an understanding of basic clinical skills and theory
is developed by the HWs through the above listed simu-
lation models, multiple animal simulations (pig, goat)
are utilized to further solidify HWs technique and un-
derstanding (Figure 12).
Other teaching aids
Other teaching aids used in the TTC include a human
skeleton, human simulation, and critical action cards
(laminated cards that highlight the key actions for each
procedure). A primary survey dance was created to
reinforce the steps of primary survey (assessing for danger,
the casualty’s responsiveness, airway, breathing, circula-
tion, disability check, and exposure) in a rhythmic series
of motions accompanied by chants. Stressful situations
can lessen the ability to think clearly and trainers and
training course directors found the dance helped HWs to
recall each discrete action of the primary survey.
Survey results
Selected cases managed by the HWs over the past year
are presented in Table 2. Additionally, there were nu-
merous reports of patients who experienced gunshot
wounds or landmine injuries who were dead upon the
arrival of the HWs.
A post-training evaluation was conducted in 2013, and
of the 26 HWs that attended the TTC, 75% (18/24) ofFigure 11 Fasciotomy/amputation model simulation. The first photogr
cutting and gentle dissection through the fascia and muscle layers with sc
gentle dissection, and ligation of the vasculature. The fifth photograph dispHWs felt confident in applying the skills they learned
during the training. Almost all of the HWs felt that the
training was relevant to their work (96%, 25/26), a valu-
able use of their time (100%, 26/26), and felt the training
objectives were met (100%, 25/25). Furthermore, 96%
(25/26) HWs indicated that they felt the training simula-
tion models helped them learn and gain skills (96%, 25/
26).
Over the past 9 years, the HWs involved with the TTC
have provided care to 1,232 major trauma patients, (de-
fined as a gunshot wound, landmine, stab wound, fall
from tree, a tree falling on the patient, animal bite, or
problems with the patient’s airway, breathing or circula-
tion; Figure 13). The case survival rate among major
trauma patients was 94%.
Conclusions
The TTC has continued to develop and refine trauma
simulation models to facilitate an understanding of the
basic knowledge necessary for the HWs to perform their
skill set in a resource-limited setting. These models can
be adapted and applied to the training of HWs in other
settings. The simulation models described engage the
HWs in clinical skills practice specific to injury manage-
ment, which builds upon the HWs existing knowledge
and facilitates an increased understanding of life-saving
procedures. Through observation of the participant per-
formance and obtaining feedback from HWs, trainersaph displays the initial incision. The second photograph displays
issors. The third and fourth photographs display the identification,
lays cutting of the bone with a wire saw.
Figure 12 The photographs display goat (left photograph) and pig (right photograph) animal models demonstrating cricothyroidotomy
and chest tube thoracostomy placement.
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lation models increase the understanding of clinical
skills of the HWs beyond what is achieved solely with a
lecture-based format. Additionally, it is of paramount
importance to recognize the relationship developed be-
tween the training course directors and the KDHW over
the years. This longitudinal relationship has facilitated
an understanding of each other’s experiences, culture,
and knowledge, which serves as another conduit for
adapting the training and simulation models to fit the




The patient suffered a landmine injury while fishing 2 days
amputation. The patient subsequently was given a blood t
ketamine. The patient was given antibiotics. The patient ha
18-year-old
male
The patient suffered a penetrating bamboo wound to his
swelling, and anorexia. The medic performed a fasciotomy
muscle with tramadol. The patient received antibiotics and
20-year-old
male
The patient was being chased by a wild boar, he climbed
patient presented to the clinic 3 h after the bite. The woun
20-year-old
male
The patient suffered distal tibia and fibula fractures while p
occurred. The medic noted the significant deformity and p
with a splint and the patient was referred for definitive ma
22-year-old
soldier
The patient suffered a landmine injury. He had a complex
was given tramadol and antibiotics. He was subsequently
24-year-old
soldier
The patient suffered a gunshot wound to the right elbow.
patient was given IVF and antibiotics. The medic advised a
packed. The patient is still unable to move his hand.
27-year-old
male
The patient was gored by a buffalo and suffered multiple b




The patient suffered left open tibia and fibula fractures. Th
28-year-old
male
The patient who suffered an infected groin injury from a w
amputated with ketamine and was given antibiotics. The p
refused. On follow-up, the patient was able to urinate.
28-year-old
male
The patient was cleaning a gun and it backfired, causing h
injury. The medic performed a reduction with tramadol. Th
38-year-old
male
The patient suffered a wild boar attack to his abdomen an
patient was in severe shock and despite intravenous fluids
45-year-old
male
The patient sustained left face, right chest, and left leg inju
The wounds were cleaned and packed. The patient stayed
There were a number of reports of patients who experienced gunshot wounds or laLimitations to the TTC have been identified. First,
standard training programs for HWs are a graduated
learning system starting with physiology and mechanisms
of injury/disease, progressing to simulation, supervised pa-
tient care, and then finally independent practice. However
in the context of the current situation in eastern
Myanmar, this system is not viable. Barriers to implemen-
tation include lack of financial and human resources, on-
going armed conflict, governmental mistrust, and poor
health infrastructure. Second, there are consistent re-
quests to make the TTC longer. This is a challenge due topresentation, management, and patient outcome
prior to presentation. The patient had a traumatic right foot
ransfusion and a below the knee amputation was performed with
s returned to school and has been referred for a prosthesis.
right leg. He presented 3 days after the injury with fever, pain, erythema,
, removed the retained bamboo, and debrided the surrounding necrotic
stayed at the clinic for 7 days, before being discharged.
a tree, the branch broke and the pig bit him in his groin and legs. The
ds were cleaned, packed, and he was given antibiotics.
laying football (soccer). The medic was on scene when the accident
erformed a closed reduction with tramadol. The leg was immobilized
nagement.
open right ankle fracture. The wound was cleaned and packed and he
referred to a hospital.
He presented to the clinic 4 h later. The wound was cleaned and the
n amputation, but the patient refused. The wound was debrided and
roken ribs and abdominal injuries. He was seen at the clinic 5 h after
clinic. He was given IVF and antibiotics. He was subsequently referred
e medic performed a left below the knee amputation.
ater buffalo 1 month prior to presentation. The patient had his penis
atient was referred to Thailand for additional management, but he
im an ulna fracture. The patient presented to the clinic 4 days after the
e patient was then splinted and given antibiotics.
d had evisceration. The medic responded within 30 min. On arrival the
and direct pressure the patient expired.
ries from a wild boar attack. The patient presented 3 h after the attack.
in the clinic for 10 days and recovered well.
ndmines injuries who were dead upon arrival of the medic.
Figure 13 Number of patients by year seen by the HWs involved in the trauma training course.
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national trainers, HW coverage while attending the
training, and the safety of participants as they travel
across international borders. To address this, a major
goal of the TTC is to transition to a training of trainers
model. Currently during the trainings, senior HWs par-
ticipate as clinical instructors and peer-to-peer teachers.
In the future the senior HWs should teach the TTC with
reduced presence of international instructors. Finally,
despite 13 years of training, data regarding HWs know-
ledge retention and use of skills is sparse and mostly an-
ecdotal. Improvement in data collection, including
morbidity and mortality figures from the field, is cur-
rently being addressed.
The TTC has provided training to HWs in a resource-
limited conflict setting over the past 13 years. We feel
that every year our training course and models improve.
Despite the barriers faced, we feel that this is a necessary
program and has reduced morbidity and mortality in
areas that the HWs serve, although the data is mostly
anecdotal. With the changing political environment in
Myanmar and the development of peace agreements be-
tween the government and the ethnic minority groups,
these HWs can be integrated into Myanmar’s evolving
health system. With their robust skill set, they can pro-
vide essential services that are unlikely to be met in the
short or medium term by other providers in the rural
areas they serve.Competing interests
The authors declare that they have no competing interests.Authors’ contributions
All of the authors have actively participated in the TTC. CHW, FJT, JD, DRS,
TLC, and LMS assisted in training and manuscript development. JD
conducted the data analysis. FJT, AR, MR, TJL, LB, LR, EKSO, RH, and LMS
helped develop the teaching models and methods. TJL, EKSO, TJL, RH, and
LMS helped create the TTC. All authors read and approved the final
manuscript.Acknowledgements
We would like to thank the HWs who work in the border zones of Myanmar.
They provide care in challenging conditions and risk their personal safety to
do so. We would also like to thank the staff of the Karen Department of
Health and Welfare, Mae Tao Clinic, Backpack Health Worker Teams, the Shan
Health Committee, Planet Care/Global Health Access Program/Community
Partners International, and Access Aid International who have actively
participated in the TTC. A special thanks to Richard Hahn, MD, who helped
develop the TTC. Dr. Voravit Suwanvanichkij (Department of Epidemiology,
Bloomberg School of Public Health, Johns Hopkins University) has provided
expert technical assistance over the years.
Author details
1Department of Epidemiology, Bloomberg School of Public Health, Johns
Hopkins University, 615 N. Wolfe Street, Baltimore, MD 21205, USA. 2Access
Aid International, PO box 6086, St Kilda Road, Melbourne, VIC 3004, Australia.
3Community Partners International, 2550 Ninth Street, Suite 111, Berkeley, CA
94710, USA. 4Ross University School of Medicine, PO box 266, Roseau, West
Indies, Commonwealth of Dominica. 5Division of General Internal Medicine &
Health Services Research at UCLA, 911 Broxton Plaza, Los Angeles, CA 90024,
USA. 6David Geffen School of Medicine at UCLA, 10833 Le Conte Avenue,
Los Angeles, CA 90095, USA. 7University of Arizona College of Medicine, 1501
N. Campbell Avenue, Tucson, AZ 85724, USA. 8University of Massachusetts
Medical School, 55 Lake Avenue North, Worcester, MA 01655, USA. 9Antelope
Valley Hospital, 1600 W Avenue J, Lancaster, CA 93534, USA. 10Karen
Department of Health and Welfare, Mae Sot, Tak Province, Thailand. 11High
Desert Health Systems, Los Angeles County Department of Health Services,
44900 60th Street West, Lancaster, CA 93536, USA.
Received: 1 November 2013 Accepted: 2 December 2014
Washington et al. International Journal of Emergency Medicine  (2014) 7:46 Page 10 of 10References
1. WHO (World Health Organization): The World Health Report; 2000.
http://www.who.int/whr/2000/en/whr00_en.pdf
2. Mullany LC, Richards AK, Lee CI, Suwanvanichkij V, Maung C, Mahn M,
Beyrer C, Lee T: Population-based survey methods to quantify
associations between human rights violations and health outcomes
among internally displaced persons in Eastern Burma. J Epidemiol
Community Health 2007, 61:908–914.
3. Pedersen DM, Pedersen KJ: The Burmese medic: an international
physician assistant analogue. J Physician Assist Educ 2012, 23:51–55.
4. Stover E, Suwanvanichkij V, Tuller D, Lee TJ, Whichard E, Shigekane R, Beyrer
C, Mathieson DS: The gathering storm: infectious diseases and human
rights in Burma. In Human Rights Center, University of California Berkeley &
Center for Public Health and Human Rights, Johns Hopkins Bloomberg School
of Public Health; 2007.
5. Kachin News Group: Burma army clashes with KIO in Shan state continue.
www.kachinnews.com/news./2503-burma-army-clashes-with-kio-in-shan-
state-continue.html
6. Pye NSYD: More deadly violence in Burma’s Shan state sends 1,000
fleeing toward China. http://www.irrawaddy.org/ethnic-issues/more-
deadly-violence-in-burmas-shan-state-sends-1000-fleeing-toward-china.html




8. Lee TJ, Mullany LC, Richards AK, Kuiper HK, Maung C, Beyrer C: Mortality
rates in conflict zones in Karen, Karenni, and Mon States of eastern
Burma. Trop Med Int Health 2006, 11(7):1119–1127.
9. Mullany LC, Lee CI, Yone L, Paw P, Shwe Oo EK, Maung C, Lee TJ, Beyrer C:
Access to essential maternal health interventions and human rights
violations among vulnerable communities in Eastern Burma. PLoS Med
2008, 5:1689–1698.
10. UNHCR (the United Nations High Commissioner for Refugees: 2013 UNHCR
Country Operations Profile- Myanmar. http://www.unhcr.org/pages/
49e4877d6.html
11. UNICEF (The United Nations Children’s Fund): The State of the World’s
Children; 2005. http://www.unicef.org/publications/files/SOWC_2005_
(English).pdf
12. Richard AJ, Lee CI, Richard MG, Shwe Oo EK, Lee T, Stock L: Essential
trauma management training: addressing service delivery needs in
active conflict zones in Eastern Myanmar. Hum Resour Health 2009, 7:19.
13. Ellard D, Simkiss D, Quenby S, Davies D, Ngianga-bakwin K, Kamwendo F,
Mhango C, O’Hare JP: The impact of training non-physician clinicians in
Malawi on maternal and perinatal mortality: a cluster randomised
controlled evaluation of the enhancing training and appropriate
technologies for mothers and babies in Africa (ETATMBA). BMC Pregnancy
Childbirth 2012, 12:116.
14. Richards AK, Banek K, Mullany LC, Lee CI, Smith L, Shwe Oo EK, Lee TJ:
Cross-border malaria control for internally displaced persons:
observational results from a pilot programme in Eastern Burma/
Myanmar. Trop Med Int Health 2009, 14:512–521.
15. Dawson SL: A critical approach to medical simulation. Bull Am Coll Surg
2002, 87:12–18.
16. Flurry M, Brooke S, Micholetti B, Natoli N, Moyer K, Mnich S, Potochny J:
Nurse training with simulation: an innovative approach to teach
complex microsurgery patient care. Ann Plast Surg 2012, 69:459–461.
17. Sinha S, Cooling N: Simulation based education: models for teaching
surgical skills in general practice. Aust Fam Physician 2012, 41:985–988.
18. Taché S, Mbembati N, Marshall N, Tendick F, Mkony C, O’Sullivan P: Addressing
gaps in surgical skills training by means of low-cost simulation at Muhimbili
University in Tanzania. Hum Resour Health 2009, 7:64.
19. Tran TQ, Scherpbier A, Van Dalen J, Wright PE: Teacher-made models: the
answer for medical skills training in developing countries? BMC Med Educ
2012, 12:98.20. McGaghie WC, Issenberg SB, Petrusa ER, Scalese RJ: A critical review of
simulation-based medical education research: 2003–2009. Med Educ
2010, 44:50–63.
21. Wilford A, Doyle TJ: Integrating simulation training into the nursing
curriculum. Br J Nurs 2006, 15:604–607.
22. Malekzadeh S, Hanna G, Wilson B, Pehlivanova M, Milmoe G: A model for
training and evaluation of myringotomy and tube placement skills.
Laryngoscope 2011, 121:1410–1415.
23. Wanzel KR, Matsumoto ED, Hamstra SJ, Anastakis DJ: Teaching technical
skills: training on a simple, inexpensive, and portable model.
Plast Reconstr Surg 2002, 109:258–264.Submit your manuscript to a 
journal and beneﬁ t from:
7 Convenient online submission
7 Rigorous peer review
7 Immediate publication on acceptance
7 Open access: articles freely available online
7 High visibility within the ﬁ eld
7 Retaining the copyright to your article
    Submit your next manuscript at 7 springeropen.com
